Since the coronavirus disease of 2019 (COVID-19) was first identified in December 2019 in Wuhan, China, and declared a pandemic, it has harvested thousands of lives across the globe.[@bib1] Aside from respiratory disease, COVID-19 has been shown to increase risk of thromboembolism.[@bib2] Multiple hemostatic abnormalities, including increased D-dimer and fibrin degradation product levels, prolonged thrombin and prothrombin times and international normalized ratio, shortened activated partial thromboplastin time, and thrombocytopenia, indicating possible disseminated intravascular coagulation, have been reported.[@bib1], [@bib2], [@bib3], [@bib4], [@bib5] In addition, other implicated causes include positive antiphospholipid antibodies and sepsis.[@bib4]

With the current recommendations of social distancing and "stay-at-home" orders, most clinical appointments have been changed into virtual visits. Furthermore, patients with potentially serious conditions, such as venous thromboembolism (VTE), might be avoiding hospital visits, which may lead to increased morbidity and mortality. Sedentary lifestyle is expected to increase risk of VTE, especially in patients with underlying risk factors. Consequently, consistent with current evidence,[@bib5] our institution has created management recommendations for VTE ([Fig](#fig1){ref-type="fig"} ).FigManagement recommendations for venous thromboembolism (*VTE*) of non-COVID patients **(A)** and patients with confirmed or suspected COVID-19 **(B)**. *aPTT,* Activated partial thromboplastin time; *BID,* twice daily; *CT,* computed tomography; *DOAC,* direct-acting oral anticoagulant; *DVT,* deep venous thrombosis; *PE,* pulmonary embolism; *RV,* right ventricle; *UFH,* unfractionated heparin; *US,* ultrasound.

Non-COVID patients {#sec1}
==================

Prophylaxis {#sec1.1}
-----------

We recommend daily exercise activities, weight reduction, and smoking cessation.

Diagnosis {#sec1.2}
---------

For outpatients with low risk (Wells score of 0 for deep venous thrombosis \[DVT\] and \<2 for pulmonary embolism \[PE\]) or moderate risk (Wells score of 1-2 for DVT and 2-6 for PE) and D-dimer level of \<500 ng/mL, we recommend no further testing. For moderate-risk patients and D-dimer level of ≥500 ng/mL or high-risk patients (Wells score of \>2 for DVT and \>6 for PE), we recommend venous duplex ultrasound or computed tomography at an outpatient imaging center.

Management {#sec1.3}
----------

For stable patients, we recommend outpatient management with direct oral anticoagulants, and inpatient management with parenteral anticoagulation for unstable cases.

COVID-19 patients {#sec2}
=================

Prophylaxis {#sec2.1}
-----------

In addition to early ambulation, we recommend prophylaxis for all patients, favoring enoxaparin over unfractionated heparin.

Diagnosis {#sec2.2}
---------

Based on clinical suspicion, and D-dimer level in patients with low risk, we cautiously suggest imaging studies in order to reduce viral transmission and interruption of intensive care.

Management {#sec2.3}
----------

We recommend prophylaxis, low- or regular-intensity full anticoagulation based on imaging availability and bleeding risk. We favor enoxaparin over unfractionated heparin to reduce the need for monitoring of activated partial thromboplastin time, which can be affected by the viral infection. Direct oral anticoagulants may be considered in patients who do not require a procedure.

Extended prophylaxis {#sec2.4}
--------------------

Extended prophylaxis is considered in patients with moderate clinical suspicion and low bleeding risk.

Further research is needed for standardized management recommendations for VTE in the era of COVID-19.
